Dear Editor, We read with interest the paper by Araco et al. on a randomised trial of TVT-O versus TVT in patients with different degrees of urinary stress incontinence [1] . We compliment the authors on their rigorous trial design. We would, however, respectfully request clarification on a few points.
Dear Editor, We read with interest the paper by Araco et al. on a randomised trial of TVT-O versus TVT in patients with different degrees of urinary stress incontinence [1] . We compliment the authors on their rigorous trial design. We would, however, respectfully request clarification on a few points.
The operating time for TVT-O was significantly shorter than for TVT, but details on the anaesthetic were given only for one arm. Was anaesthetic time included in this, and if so was regional anaesthesia always used for both procedures? Clearly if anaesthetic time was included but some cases were performed under general anaesthesia, this would have an impact on operating times overall.
We were somewhat surprised by the number of reoperations (30%) in the TVT SUI 1 group, which is high compared to other published data [2, 3] . If only 4 of the 15 reoperations were for tape section and 3 for draining haematomas, the indications for the remaining 8 operations were not clearly stated. If 5.5% of TVT patients had surgery for early postoperative haematomas, this is a higher rate than in previously published reports (0.7%-1.9%) [2, 3] . Do the authors have any explanation why surgical drainage rather than conservative management was chosen, or further information regarding the volume of haematoma and the drop in haemoglobin?
The authors state that there was no significant difference in reoperation rates between the TVT and TVT-O groups or between the SUI 1 and SUI 2 groups. However, we think that even if this was true at 1-year follow-up, the TVT SUI 1 group was more likely to require early reoperation for complications than the TVT-O SUI 1 group and the subjects in the TVT-O SUI 2 group were more likely to need a second continence procedure than all other groups.
Finally, stratification in a randomised controlled trial has many advantages, as demonstrated in this study, including avoiding confounding, and providing credibility to the choice of analysis covariates. One has to be aware, however, that there is more opportunity to introduce error and that the gain in precision of estimate of effectiveness is small once the number of subjects per treatment is over 50 [4] . An alternative method of obtaining comparable groups is minimisation.
Despite these points we would congratulate the authors on their excellent study and look forward to their 2-and 5-year follow-up data.
